The differences between the two forms of 'suicidal behaviour' with which we are here concerned, namely suicide and parasuicide, outweigh their similarities, and for simplicity it is desirable to view them separately.
Suicide
Prospects for preventive strategies are best viewed against the current epidemiological profile of suicide, and in relation to recent trends, in order to ascertain which aspects of the problem are of increasing or decreasing importance and hence to identify priorities for action. Much depends on how long a perspective one adopts: for present purposes we may focus on the past 30 years. Table 1 shows the rates for adult male suicides (excluding undetermined deaths) in 1955 and 1985 for England and Wales, ignoring the many interesting fluctuations that have occurred within that period. In 1955 male suicide rates increased almost linearly with age and was predominantly a problem of later life. By 1985 the picture had dramatically changed, with some increase in the rates of young men and a marked fall in those over age 65 years. There has been much talk of the increase in youth suicides, especially in the United States of America where young men up to age 25 years now carry the highest rates of all age groups, but in the United Kingdom the shift has been much less striking. Exactly which group has changed most depends upon whether the change is assessed in absolute or proportional terms: in absolute numbers it is the increase in 25-34 year age group which currently gives most concern.
For women the pattern of change is different, with most age-specific rates having fallen somewhat, especially for those over 45 years (Table 1) .
Despite a great deal of epidemiological research the reasons for these changes have not been established. For men there is some evidence to suggest that the increase in the younger groups might be attributed particularly to an increase in suicide among those of social class V. From case studies, rather than from macrolevel data, the suggestion also emerges that unemployment may be particularly relevant, especially in view of the changes that occurred during the last phase of mass unemployment during the 1930s (Figure 1 ). Increasing alcohol consumption might be another major factor. It is paradoxical that at the other end of the age span the dramatic fall of the rates ofthe elderly has attracted little research, presumably because problems which are receding generate little interest despite their scientific importance. The changes in female rates also await explanation, as distinct from an excess of sociological speculation.
Despite these gaps in our understanding of the basic epidemiology we must nevertheless consider what can be done to minimize suicide in our society . We may begin by considering what the clinicians can contribute. If we attempt to approach this issue scientifically we are at once faced with the difficulty that we lack efficient means of predicting which individual patients will go on to suicide. The present predictive instruments for use in the clinical setting yield so many false positives that preventive efforts directed to high-risk groups would be largely wasted on individuals who in any case are not candidates for suicide. Better discrimination can be achieved if we raise the threshold in the various screening instruments to extreme levels, but doing so then misses the majority of suicidal deaths. These issues, which largely revolve around the so-called base rate problem, have been extensively discussed'<", But there are two other considerations which may be equally important. One is that prediction, if it is feasible at all, must be focused on the near future, since a patient's clinical and social characteristics may change radically over a period of time longer than a year or two. Yet of all the psychiatric patients destined to die by suicide only a minority will do so within a short time of their key psychiatric contact. The second problem is that for sound ethical reasons we have no knowledge of the 'true' natural history of psychiatric illness unaffected by therapy. All those current therapeutic measures which are successful will result in the saving of a life, so that in research terms we have produced a non-event. The failures of prediction may thus, on an optimistic view, be a mirror image of the success of prevention. For example, patients with acute, severe depressive illness with active suicidal ideas, may respond particularly well to therapy. To the degree to which this is so, depression does not predict to later suicide, despite the obvious risk at the time of presentation.
In the present state of knowledge we can only draw on limited data amplified by clinical experience, plus some familiarity with the epidemiology of suicidesince many of the risk factors identified among the general population by epidemiological methods are directly applicable to the clinical context (except perhaps with schizophrenics). Three groups of patients are at particular risk.
The first are those with affective disorders, the most commonly represented diagnosis found in retrospective analysis of series of suicides. For such a patient there are a number of points to be borne in mind with respect to the suicide hazard. The first is the importance of the rapid and energetic treatment of affective disorder whenever it is recognized. Estimates vary markedly as to the proportion of depressed suicides who have been inadequately treated 4 • 5 but it seems that there is scope here for more effective action. Therapy must of course include proper attention to the patient's interpersonal and social environment, which tend only too often to be neglected in this psychopharmacological age. The second point is the importance of recognizing that depressive episodes last much longer than used to be supposed" and that follow-up after the ending of specific therapy may have an important role. This point is supported by the evidence for an increased risk of suicide around the time of discharge from care, which should be carefully planned, and with due consideration of maintenance therapy. Third, there is the importance of training our students and colleagues in other branches of medicine, especially in primary care, to recognize depressive disorders and their myriad forms of presentation.
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The second group are patients with alcohol problems. The identification ofthe potential suicide is particularly difficult for this group but it is known that those who have been recently bereaved or who have lost someone close to them (eg by marital separation) are particularly at risk. Such loss may reflect no more than the severity of the patient's disturbed behaviour, which might lead to distancing by the family. Nevertheless the pointer is a useful one. Treatment for the alcohol abuse per se must always be tried, but in the present state of the art we must perhaps look to public health strategies of prevention as a means of reducing the number of alcohol-related suicides. There is now wide agreement, as witnessed by a series of reports from all the Royal Colleges, concerning the importance of fiscal and legislative measures to reduce the national level of alcohol consumption. It is important that we give our full support to these proposals.
Thirdly, there is the poorly defined but sizeable group of the personality disorders. These are often the most difficult patients to help, not least because they frequently do not maintain contact with clinical or social services, and because they engender a distinct lack of enthusiasm in their therapists. (In the wider world too they are characterized by persistent failure to sustain mutually rewarding interpersonal relationships with those in their circle or with society at large). Such handicapped individuals are often further impeded by a social context of multiple deprivation, with unemployment, poor housing, poverty and a subculture of violence. The prospect they present is as daunting in psychological terms as that which confronted the Victorian reformers faced with the urban slums of the 19th century, with all their malnutrition, overcrowding, ignorance and lack of personal hygiene. Those pioneers nevertheless persisted, and so perhaps should we, aware that appropriate measures may require action just as widely based and hence equally beyond the possibilities available to the singlehanded therapist.
Although these three groups are the most conspicuous it is important to recall that all categories of psychiatric disorder carry an above average risk of suicide. It is essential for the clinician to have a high index of suspicion throughout his working day. The main psychological pointer, which cuts across all diagnostic categories, is a sense of hopelessness about the future; this is not quite the same as depressive sadness per se and is a more powerful predictor", Similarly the patient's social context, especially the dangers of isolation, must never be ignored.
Finer points concerning the clinical assessment of suicidal risk are covered in many standard texts and it might be more useful now to touch upon a few ancillary issues.
One such, which is often discussed, concerns the question of whether the availability of specific means of suicide is of any importance to the overall problem. Though there is room for debate, much evidence suggests that availability is indeed important not simply with regard to the means actually used by suicides, but also in relation to the total suicide rate. It has been shown, for example, that the introduction of domestic gas in the early years of the century led to the appearance of a new group of suicides while conversely its removal in the 1970s led to a corresponding decrease" before the underlying trend was resumed ( Figure 2 ). In areas of the United States which have strict laws concerning the availability of handguns the total suicide rate is lower than in those which are less closely regulated, a difference chiefly due to suicide by these weapons. Similarly there is evidence, though not all of it has been systematically collected, concerning suicide 'hotspots' such as Beachy Head in this country, or the Golden Gate Bridge in San Francisco. Such places attract potential suicides from a wide area, an observation which tends to disprove the intuitive view that if such places were fenced off the potential suicide would merely select another site. At the least psychiatrists should support measures designed to limit potentially lethal means of self-damage, including, for example, the erection of barriers around high monuments and cliffs, steps to lower the carbon monoxide content of car exhausts, and of course the use ofless toxic drugs where possible, as has already been achieved by the near-elimination of the barbiturates.
The role of imitation in suicide is also receiving much attention currently, particularly in relation to television drama and to newspaper reporting. The idea that such influences might be important was revived in its modern form about 20 years ago, but the early studies, which focused on press reports, were largely inconclusive. However, more recent and more closely controlled work has broadly confirmed that either accounts of real life suicide or fictionalized presentations of suicide in television dramas can lead to imitative deaths if they are sufficiently widely reported. The apparent specificity of the imitative effect is particularly interesting; for example, a recent study concerning a fictionalized railway suicide depicted on television showed that this episode was followed by a critical excess of suicides for 'railway methods' only, and like most other such studies indicated that the imitative effect was discernible only among those of the same age and sex as the prime agent in the story, ie the model-". The work on modelling does not support the idea that imitation merely causes a temporary shift in suicide by people who would be likely to kill themselves anyway. Rather it indicates that a true increase or decrease in the total suicide rate may be produced. The few conscientious members of the media professions are now asking for guidance in relation to both reporting of suicide in news programmes and its use in fictionalized drama. Our advice must be to discourage publicity as far as is reasonable.
Lastly, it is necessary to consider the possible impact of agencies established with the prophylaxis
Parasuicide
The problems that arise in the prevention of parasuicide differ in many radical respects from those issues which present themselves in the suicide context.
Primary prevention, at the individual level, scarcely seems to be a real option with respect to the first-ever episode of parasuicide in a patient's life. The majority of such first-ever episodes tend to be concentrated in young people who are free of overt psychiatric disabilities, and who are rarely in touch at the time of the episode with any form of psychiatric or social service.
On the other hand much is known about the social contexts likely to influence total parasuicidal rates, whether first-ever episodes or not. These include membership of lower social and occupational strata in society, unemployment (especially long-term), a context of violence whether towards or from another, and for women, being the mother of young children in conditions of material deprivation and without close support. High-risk characteristics at an individual level also include a history of crime, alcohol abuse and being in debt. Such a list is by no means complete and other factors will no doubt be identified.
It is difficult to determine at present how far such adverse factors might be conducive to a first-ever episode of parasuicide and how far they are pointers towards repetition of the act once an individual has entered the parasuicide 'career'; indeed the importance of that question is only now beginning to emerge. For the most part studies concerned with prevention have concentrated .on pointers towards repetition of the act. Some or all of the indicators just listed, together with basic demographic information, have been combined by various authors into predictive scales!", Attempts at prediction do not face the base rate problem which arises in the context of completed suicide; on the contrary, some 10-20% of of suicide as their major if not exclusive aim. It can scarcely be disputed that any agency, such as the telephone Samaritans, which offers skilled and immediate counselling to those in distress is by definition fulfilling a valuable role; the point at issue is whether such provision can be demonstrated to have any impact on the suicide rate. Arguably such a criterion could be considered too stringent, since the demonstration of efficacy at an epidemiological level is not easily achieved for many medical or psychiatric interventions. Yet it was the positive claims by the Samaritans which lead investigators to take up the issue. The consensus view is that although there is evidence that the Samaritans do indeed attract a clientele which carries a higher than average risk of suicide there is nothing to indicate that they prevent suicidal deaths. One American report!' claims a contrary finding, and describes a comparatively lower suicide rate in towns where a crisis service operates in comparison to control areas. Even in that study the advantage was demonstrable only for young women, the group with the lowest suicide rate for all age-sex subgroups. Research on the possible place of counselling services should certainly continue especially if these can be linked to experiments in alternative strategies for helping vulnerable individuals. At present however there are no firm grounds for proposing a national strategy along these lines 12 • 1980 1970 YEAR Year It will also be important in future work to clarify more precisely the category of parasuicidal patient for whom a particular preventive strategy is intended. It is, for example, becoming evident that the first-ever patient, the patient with a small number of episodes, and the so-called 'grand repeater', each pose diverse therapeutic problems which should be separately addressed.
Much of this discussion has concerned future risk of parasuicide given an initial presentation with an act of self-harm. An equally cogent problem is the prediction and prevention of completed suicide following such an act. Predictive factors for the two forms of behaviour are not the same'", In the present context it is worth noting that the risk of death by suicide is generally assessed at about 1-2% per annum on follow-up, and that the risk remains elevated for at least 10 years following the key episode. Moreover, of all suicides occurring in the community, between 35% and 50% will have a history of a preceding parasuicidal episode, most often one that has been treated by a professional a comparatively short period before the fatal event. There is therefore ample possibility of effecting a major reduction in the overall suicide rate if the parasuicide-suicide link can be severed by appropriate intervention.
Conclusion
The answer to the question posed in the title of this paper must be 'sometimes'. An unequivocal 'yes' would imply more knowledge and efficacy than is currently available. It is obvious that, as always, more research is required but in the meantime the clinician has no option but to act, and will necessarily have to do so, on the basis of impressions and experience as well as formal research. Such a situation is common enough and may be turned to advantage if it can lead to the generation of testable hypotheses. It is also clear that a public health approach will have to playa major role in parallel with individual efforts at prevention. individuals seen in hospital will repeat their act within a year. Of the various scales that are now available most achieve reasonable sensitivity, but their specificities are not impressive.
One difficulty which arises in connection with prediction is that the character of parasuicide may itself well be changing as years go by. The (treated) parasuicide rates rose markedly during the 1970s, sometimes quite steeply, but then began to fall during the present decade. Figure 3 illustrates the trends for Edinburgh; similar findings have been reported elsewhere.
In consequence it is a distinct possibility that there have been qualitative shifts in association with these quantitative fluctuations. It is indeed probable that the relative proportions of first-evers, repeaters and 'grand repeaters' each of whom possess their own distinctive features have been changing. On the other hand different workers constructing predictive scales over the past 20 years have in fact identified broadly similar predictive items. This is perhaps a little surprising given the differences between studies in such key aspects as whether the predictors are directed to the detection of future parasuicide, or completed suicide, or both, and the variable length of follow up.
There is, then, an imperfect but nevertheless considerable knowledge base concerning prediction. The further requirement is that there should be effective preventive techniques. There have been several attempts to formulate specific treatments. One small-scale study, which is unusual in many respects and which awaits replication, claimed dramatic gains from pharmacotherapy with a group of male multiple repeaters'". More typical are two large-scale trials in which special social work intervention was evaluated but could not be shown to make a significant enhancement to the efforts of psychiatrists and general practitioners using routine and minimal support 15 ,16. Both studies showed that the social workers succeeded in reducing the burden of social adversity in the experimental group. Hence despite the disappointing therapeutic outcome a fascinating challenge arises concerning current theories of the aetiological role of social stress. Note toothat the basic level of treatment could not in itself be evaluated, and since standard systems of care pay attention principally to patients with conspicuous psychiatric disorders, which can often be successfully treated, it is at least arguable that they may have been effective to some degree in preventing further episodes, though clearly no claims can be made!",
